- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4679 CERTIFICATE OF DEATH 467i 


reed) 
a 


= : Reg. Dist. No. 
8 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If insition: Residence before admission) 
coy 3. o b. COUNTY 
e £3 K MARYLAND 4 
7 ne ent lary land Ken 
£ Be b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
8 5 3 RURAt ond give nearest town) ; 
Bee, Chestertown ea - '/ Chestertown 
€ £ 4. NAME OF HOSPITAL (If nel in Rospitol, give street oddres) | / & STREET ADDRESS «. 1S RESIDENCE 
5 4 
e 2 ves [] NO Gd 
5 os BI 4 OD O Q QO 
2 2 5 SINAINOF First Middle lost 4. DATE Month Day Year 58 
= B- , . F 
o Es Cymsicueic)) Agnes M Atkinson pee Ap 19 8 
st 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Gg | 8. DATE OF BIRTH 9. AGE (In years FUNDER 24 HRS. 
‘ede 6 866 ope Days | Hours] Min. 
Se ey Female White [wow  ovoreog) |Jan. 26, 1 yn. 
2 €8./ Wa. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |]. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? / 
3 3} oe during most of working life, even if retired) Y 
S Bed N e ing e Binet ’ “ aie Ps 
S&S Bev com n n cl B an a B 
© 08s 13, FATHER'S NAME 7 14. MOTHER'S MAIDEN NAME 
¢ 28s a ee 
e 883 Unknown Unknown 
8 £¢8 
= a3 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= ae 2 (Yes, no, oF unknown] (lf yes, give war or dates of service! 
s a 
5 eek A ee gaa none. eee A Chestertown ,Md, 
ie RE Hosp. re S 
iS ee 2 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] INTERVAL BETWEEN 
242 
H eee PART I DEATH MPOIATE CAUSE (Od and 3rd degree thermal burns of bod 8 days 
= tee ‘s G/To0 DUE TO 
Des Conditions, if any, which w_Senility 
$s RES gove rise 10 immediote 
Ss shes couse (0), stoting the under. ¢ OVE TO 
e- e722 lying couse lost. (9). 
(ee a eels Z 
5 ge55 = Pam I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTORSY 
ROD = 
Eas 
©6358 s yes [] NO 
2 2 g 
Fotis s & | Be ACCIDENT WAS UNDERLYING DE] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury ia Port | or Por Il of item 18.) 
£8 5 
< Eggs % |r ETHER, NOTIFY MEDICAL EXAMINER) eas ee q 
2spss & |20e. TIME OF INJURY Month, Day, Yeor | 20d. INJGRY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F, (City or town} (County) (tote) 
= 5.2 g 8 5 retell an. e dwhite Not while © foctory, street, office bldg., etc.) i ~ 
Ez2°§ {.}2|1: xx April 7? 5& wok o wot R] | Home Chestertown, Kent, Maryland 
g,25 ’ 
g 3 ‘J 3S 21. | certify that | attended the deceased from_A=— 7. as ti 19958 toA=LA. 2 19. 5S that I last saw the deceased 
Eat oe : 
g 6 ee 5 alive on. oda 1580. and that death occurred at 255M, fram the causes and on the date stated above. 
E= S35 re ADDRESS (Street, city o town, stote) DATE SIGNED 
< . ACTUAL Zz. 
ee: SGuttone_ CAO ele wo. .....-_Cheatertown, Maryland 4-14-58 
= AS 
Zba35 PHYSICIAN'S, n t 
<og2s NAME A i 
eedce (ype)_f D K 
aaa ete iC seemeennn nn nenase nnn enennen nnn eeaen sane nana aeneenanenene==n= ans: 
5 gio 720, BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) Stote] 
0.502 E i = 2 ply is ‘4 ee 
Z 52H: Eee Poy - 4/16/58 Silverbrook Cremator Wilmington, Del. 
218 123. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, ‘2éo, REC'D BY REGISTRAR REGISTRAR’S SIGNATURE 
YE Als a) Marvin V. Williams Chestertown, Md. pareAPR 1 6 *58 earn 


$A NVFING 
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QS arso 
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od 


jirectar, 
ith 


e funeral di 


should be filed 


t 


Then please remove corbon papers, Pages 1 on: 
ofter death. 


‘OR: After this certificate has been signed by the attending physician and completely filled in 


by the hospital or attending physician. 
page 3 shoulu ae detached for use os the burial-transit permit. 


the registrar prior ta burial, crematian, ar removal, and in any event! within 7: 


moy be retoi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 
TO FUNERAL 


VS Als {4) 
1SM 9/SS. 


oO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0467 
4680 CERTIFICATE OF DEATH 2 


Reg. Dist. No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmission) 
SPOR Kent marviano || ° STE Maryland b. COUNTY Kent 
Bb. CITY OR TOWN (If ouhide corporate limin, write |e. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
‘ond give nearest lown ~ ke x, 4 ‘al a . 
“Chestertown adult life x 224 Kent Cirele Chestertown 
é. one Qikndy fe hédpirol, give street oddress) , d. STREET ADDRESS sRESIOERICE 
2e4 Kent Circle ves] No 
3. NAME OF First Middle Lost 4. DATE Month Year 
DECEASED OF a 5 is 
{Type or print) Vernon MM. Barnett tan Apre 15, 1958 19 
IF UNDER 24 HRS. 


3. SEX © COLOR OR RACE |7. MARRIEDJE] NEVER MARRIED [-] ]® DATE OF BIRTH 9 KGE In yors i 
mImale white wivowen (] ovorceot] | AUG. 27, 1870 8B? i ba 


100. USUAL OCCUPATION (Give kind of work done] 100. KIND OF BUSINESS OR INDUSTRY 5 BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


dori it of working life, if retired) * a J 
Bus houte owner Hublic conveyance Delaware JSA 
14 MOTHER'S MAIDEN NAME 


V3. FATHER’S NAME 
Henry Barnett Nora MeIlvaine 


43 WAS Perea ae U.S. ArRED pep cis 16, SOCIAL SECURITY NO. | 17. INFORMANT 1 +, Address ne 
Ses) opening dos sal dane of ne : nes , [ 
ns no Roy Barnett Chestertown, Md. son 


ONSET AND DEATH 


PART 1. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE {0} 


Ths DUE TO 


Conditions, if any, which sainaetieh. AL 


pA agp iaee th Cael 
gove rise to immediaw (5 


iacae | Mudie cpr Hots rire of ty oir |/? per 


18. CAUSE OF DEATH [Enter only one couse Ve far (a), (b). ond (c).] INTERVAL BETWEEN 


ts MSAD WA GTR ree 


= 

z Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH AUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 

5 y 2 

S YLFAK yes] no 

& | 200. ACCIDENT WAS UNDERLYING [| 206. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Port II of item 18.) 

& | OR CONTRIBUTING C) CAUSE OF DEATH 

G | {lr (THER, NOTIFY MEDICAL EXAMINER) 

Zs 

& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Storey 

r=) Hour a.m. White Not while foctory, street, office bldg., etc.) r 

= p.m, jot work [_] ot work [-] { 
21. | certify that | attended the deceased fram._“WawyUsr- zi OS") 19. LP that | lost sow the deceased 
alive an__ SA. ;-- and that death accurred at. =M, fram the causes and an the date stated abate.’ 

ae ADDRESS {Siraet, city or town, stote) DATE SIGNED 


jillington, ld 


Y 
PHYSICIAN'S C/O x, 
NAME (Type) lez 


720. BURIAL, a ON: ‘7b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county} (Store) 
AGE” |Apr. 18,1958 Chester Cem. Chestertown, Md. 
ERAS DIRECTOR'S FIGWATUR! () ( ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
re ; tn) QUVe—Chestertown, Md pup) 2 « {in ery: : 
A ! oJ 
= ——— 


SS 


ae 


eed 


yy ’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04 673 
4686 — CERTIFICATE OF DEATH 


ee Reg. Dist. No. 
é "4 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceoved lived. If instuion: Residence before edmision) 
32 3 * Kent marvano || ° SATE Maryland COUNTY. “Terie 
‘Bie b. CITY OR TOWN (If outside corporate limits, wrile | ¢. LENGTH OF STAY IN 1b |] _c, CITY OR TOWN (If autiide corporote limit, write RURAL ond give nearest town) 
5 RURAL and give ae town) 
3 Hoek Wall Rock Hall 
da SatnisrndtroR (tf not in hospital, give street oddress) = ‘STREET ADDRESS e. is Aa eee 
re ‘Haven Road uf Haven Road ve) Nock 
uv 
2 
c) 3. NAME OF First Middle Lost ATE Month Day Yeor 
= DECEASED : OF 
; (Type or print) Jacob Chandler DEATH Apr. 9 1998 
Do 
2 3. SEX 6. COLOR OF RACE |7. MARRIED L] NEVER MARRIED [] | © DATE OF BIRTH 9. AGE (In yeors [FUNDER 1 YEAR|IF UNDER 26 HRS. 
= bee lostbicthdoy) [Month r) Min, 
M. W. wipowen Bi pivorceo [] Nov.20 1874 ae) af? a 7 
100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote o ‘or foreign. ety) 12. CITIZEN & WHAT COUNTRY? 
I during. mast.of earings life, even if retired) } ‘ishing B alto r, Eo y Md. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME om 
Jacob Chandler Sarah Hawkins 
1S. WAS DECEASED EVER IN U.S. ARMED: FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT 3 ] Address 
seregte | Mgrs este 57s 90098] Mrs. Caroline Gibson- Rock Hall, Md. 


18. CAUSE OF DEATH [Enter only one couse perAtna\for (9). (b). ond (c)-] INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY: { ONSET AND DEATH 
IMMEDIATE CAUSE (0! 


of DUE TO 


Conditions, if any, which o 
gove rise to immediote 


cause (9). stoting the under. {| OUE TO ; 4 
ipageeuaeliant i m6 is cco! CPRGAA 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. was autorsy 
yes] not] 


200. ACCIDENT WAS aire ee ia) 20b, DESCRIBE BON Ayvuey OCCURRED. (Enter noture of injury in Port t or Port It of item 1B.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Boy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF tNJURY (Home, forms 1 20. (City oF town} (County) {Stote) 
Hour 0. 1. While Not stiles foctory, street, affice bldg., etc.) ! 
p.m. lat work [~] ot work H ¥ 


at! ro the deceased from. ai NAF, 19.SE=, to hr fl. ose . 19LE that | last saw the deceased 


Then please remove corbon papers. 


ransit permit. 


z 
g 
< 
y 
= 
& 
& 
uv 
< 
y 
a 
& 
= 


ee A | ind that death occurred ats , from the causes and an the date stated above. 


TOR: After this certificote has been signed by the attending physician ond completely filled in 


us Getoched for use os the buriol 
the registror prior to burial, crematian, or removol, and in any event within 72 hours ofter death. 


y the hospitol or attending physician. 


0 Wi (Street, city or tawn, state) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after deoth: Poge 4 


* > SIGNED, 
ACTUAL 

* sau : wo P Chih Alle Mer. Appihe “Y [5 
$a3 [| lrwvsicuns 47; Shy 

° f " 

eae NAME (Type Gee /) NOFs 4 a/b fleas ALl-—/1p 

[Rai CIPS PAI (PV ILSCH ff 
£3 bd Zo. remy ee 2b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY Bid. LOCATION (City town, or ey, (tote) 
sR e Apr.11, 58 | Wesley Chapel Cemetery tock Hall, Md. 
(2 23. at DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. Ae s Ry 

Ws ats i Marvin V. Williams Chestertown, Md. paTtapR 1 4 '58 Te OV INTEA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4687 CERTIFICATE OF DEATH 


a 


04674 


Reg. Dist. No. 


led with 
=~, 


hl ) | 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


ee) @. COUNTY Kent MARYLAND a. STATE Md. b, COUNTY Kent 


b. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neares! town) 
fee give neores! lown) 
atena 


XK Galena 
d. NAME OF HOSPITAL {If not in hospitol, give shreet oddress) id. STREET ADDRESS els coppers | 


Gree ee 
iq 


~ 
8 

ee 

fy 

D 

ie > 

© oo 

= <= 

cr be: ‘OR INSTITUTION * +2 q — ON A FARM? 
YS Olivet Hill RFD Olivet Hill ves] NOBS 
2 < = 
2°56 3. NAME OF first Midde low 4. DATE Month Day Yeor 
a DECEASED * OF 4/ 5/38 

= 23 (Type or print) Catherine Chew DEATH 19 

© £% 

= =o 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED ["} | 8. DATE OF BIRTH 9. AGE Tine IE UNDER 24 HRS. 
yy © ft in. 
Pe female colored |woowe px oworceoCl |Apr. 23.1873 fy OF |S eae ES 
Palveit: 2 

= € oe Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 8s 3 during most of working life, even if retired) od Kel USA 

: ih ) Housewife home Kent Co. Mde 

° ° 3s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

s ef 4 4 

g BBR” Y Robert Peaker Alice Scott 

Boe 

¢ £ é 3 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. [17. INFORMANT ‘Address 

& off ibe tS aene h/O., | Violet Roane Galena, Md. daughter 

<« £8 

g E8 3 1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).] INTERVAL BETWEEN 

0 £8’; PART 1. Y: £4 : | 

2 os Se Om REBT eRe eit Acute congestive failure 

oo cf © 

- =e > coe DUE TO 

oO © “ 

= 23 > Conditions, if any, which i" Arteresclerotic Heart disea 

s Eo gove to immediote 

3 ee cause (0). stating the under. ( OUETO 

e429 tying cause last. 

ets eg oe () 

38 $ 6 oY a Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) /19. WAS AUTOPSY + 
DESEsD 2 PERFORMED? 
25588 3 Verebral arterosclerosis vs] NOD 
a ea = | 200. ACCIDENT WAS UNDERLYING []__ [| 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part I of item 1B.) 

rs pate & | OR CONTRIBUTING L] CAUSE OF DEATH 

Cat5 2 £° © [(F EITHER, NOTIFY MEDICAL EXAMINER) 

2stss % |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INURY Tee, Ca T20f, {City or town) (County) (tote) 
Soles a Hour a. m. Whil Not whil foctory, street, office |. etc.) t 

Eog3 g a serie iNet 

eos F 

232% 2 21. I certify that 1 attended the deceased fram.___«l An. _-_--___- 19.257, to pe Seen , 12.6 gthat I last saw the deceased 

Pa 
Zee ee 3 12_58,-. ar that death occurred at_3.9..0(M, dram the causes and an the date stated abave. 
= = e 3 S yy, ADDRESS (Street, city or town, si 2 Tosa 
<a ta or 
Pi . 
oe BS pass Se ae See ectwececectecus. Sa eee eos Peosnassssteek 
° ¥: a / 
E 3 { 

22s PHYSICIAN'S 

eeege NAME (Type) U7. L: a2 o4 ft . 

3 gj ee 20. BURIAL, CREMATION, ‘Zab. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 

£ ci 2 . . a 
= SR Ps BUA 14/8/58 Olivet Hill Cem. mear Galena, Mad. 
ee2° 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Vs ANS (4) Chestertown 


15M 9/55 


DATE 


4 w nvarund 


ud 


acs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04675 


W wai 


s 
FORIGTATE MERICAL EXAMINER’S CERTIFICATE OF DEATH Ee ts 
__Reg. Dist, No. 
HEALTH DEPT. [pace oF pean 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Oi ee eit Kent marriano || SSE Maryland °SNY Kent 
ase Bb. CITY OR TOWN ti oviide corporote limits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neores! town) 
> 2 ‘ond give neorest town) 
5B 3% near - Galena near- Galena x 5 
S es 2 sd d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS " ©. IS RESIDENCE 
a aa ) ON A FARM? 
& : Starkey Farms Starkey Farms |yesag] Noo 
“a 2 oe a ane —— 
BSE oe First Middle Lost Date Month Doy Yeor 
35 $ fo Charles Dwyer damm pril 23, 1958 19 
(iF; 3° Ss 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-]j 8. DATE OF BIRTH e. — - ae IFUNDER 8YEAR| IF UNDER 24 HRS. 
== pe lee O H Min. 
sa EF g olored jwinowge  oworceo J ug. 1s 1897 60 on. 4 54 5 | ~ 
3 6 2 re 3 100. USUAL OCCUPATION iS kind of ey done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRT (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
gaeek during most of warking lite, even if retired) 
pote Laborer farm ew Jersey 3 USA 
ir ef g a5 13, FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
2® 
coe ae James Dwyer 3 Julia James rae 4 
fey 8 15. WAS DECEA: RIN U.S. ARMED FORCES? i iF . 17, INFORMANT 
zest : Pasar eesol men th reas on or net Soe] SOCRURECURTET NO. 43 Belféwie 
hie | 00-24-6203 Delia C. Dwyer “Trenton, N. J. 
= = ~ 5 I ¥8. CAUSE OF DEATH [Enter anly one couse per line for (a), {b). ond (c).] IRTEAAL BeIWECrY 
gc : * 
Beets PARTI. OFATH MeDIATe cause (oe) _ Congestive Heart Failure Several days 
geese Land DUE To several 
4 . 
actors § Conditions, if eny, which » Arterio sclerotic cardio-vascular disease | years 
#2.2* Gove rise to immediote couse ea — ae 
VesaS {0), stating the underlying( OVE TO 
S6¢ urderhyiow 
6. EOE cause lost. () —= — 
: : 5 52 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE “CONDITION GIVEN IN PART I(o}} 19, Wa AuTorsy 
sSu0 Q we 
SEsE5 3|__Had_a known coronary thrombosis in 1955 yes] No OE 
° ag oy: & | 200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part If of item 18.) 
Spelts & | PRIMARY C] or CONTRIBUTING 9 
bE Ss 5 | CAUSE OF DEATH. 
‘e w. DD — ~ — 
& 5% 22 3 20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, a ae (City or town) (County) (Stote) 
atGSe a Hour 9. m While Not white factory, street, office bldg., etc. 
Yoo ls g Mm. wv ot work [J of work (] 
pats 235 = p.m. : 
25 cee 21. \ certify that | took charge af the remoins described above, held an Autapsy ["]. Inspection [JK Inquiry (J, and in my 
= o3s : apinion deoth resulted fram: Natural causes PR Accident [], Suicide lh Hamicide me Undetermined manner-E] 
zee 
2250" 
o ac eS =< od 7 ay 
Fees heste er OWN. ASSISTANT MEDICAL EXAMINER [J] 
2 oy v 
ESE rae NAME tyes, RODert W. Farr arylan DEPUTY MEDICAL EXAMINER () aia Ay ’ 1958 
s 3 3 3 fe. Te. Bice pee 226. DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY Zid, LOCATION (City, town, or county) — (Stote) 
Bese specify’ 
O8%65 rial r. 26,1958) Greenwood Cem. Trenton, New Jersey 
= 4 = 


INERAL Loe Le nies Chestertown, Nelvana ae a a $ mea Ute 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs after deoth: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 3 
AG81 CERTIFICATE OF DEATH 04606 


Reg. Dist. No. 


wal 


sé 
ee, 1, PLACE OF DEATH, 2, USUAL RESIDENCE mt deceased lived. If institution: Residence before odmission) 
Bo / a ° b. COUNTY 
£8 a ENT ihc ¢ iN Cevua A. ipa 
Bie ©. CITY OR TOWN (If outiide corporote limits, wrife [c, LENGTH OF STAYIN Tb ||. CITY OR TOWN (if ovlide corporote limils, write RURAL and give neorest town) 
33 om ond give neorest town) ta : 
ez MEST ERT OWN Va bc CowWle vey Bite Kola 
= d. NAME OF HOSPITAL (If not in Les ae give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
= [ OR tNSTr TUTION ON A FARM? 
a, YES NO 
ce im} 
ak. J 3. NAME OF ied lost 5 tH af 
a DECEASED : a 5 Biss OF bs a oY ee 
23 (ype or print Fe cho ¢-|_ dean AP r \ 19 SE 
o 
2 


5. ae 6. COLOR OR L 7. MARRIED IS) NEVER MARRIED [] [© DATE OF ORTH 9. AGE (In yeors [IE UNDER 1 YEAR| (F UNDER 24 HRS. 
t 5 lost birthdoy) [Months] Days | Hours] Min. 
. wibowen ovorceo] | JUL 3] ER eee yr. 
Too, <= OCCUPATION (Give kind of work dane 0b. KIND OF BUSINESS OR INDUSTRY 1. BIRTHPLACE (Stole or Fereign count) 12. CITIZEN OF WHAT COUNTRY? 
I during most of working life, even if retired) 5 
Seay! AYO SE Vi = M4 s \ Ja 


a, poe 'S MAIDEN NAME 


J ~ ar ov Cz \ en yo uy 
15. WAS DECEASEDEVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 


Then pleose remove corbon papers. 


(Yer. 80. oF unknown} {It 705, give wer o dates of wervice} | P= Az 4 f 
ee —= 5xBAR-013 ie ee oN Le 
18. CAUSE OF DEATH [Enter onty one couse per line for (0). (b). ond (c).] ice BETWEEN 
PART |, DEATH WAS CAUSED BY: ONT Pays - 
» <> IMMEDIATE CAUSE (0 2 
. DUE TO 
Conditions, if any, which ) ER EB LY Pete wre Sere 
gove rise to immediate 
couse {0}, stoting the under. ( OVE TO 
lying cause lost. te). 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0} | 19. Was AuTOrsy 
PP 5 > 
res Bom Hitec. LOY yes) NO 


20a. ACCIDENT WAS_UNDERLYING. o 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 16.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 1 20F. (City oF town) (County) (Stote) 
Hour a. pi. While Not while foctory, street, office bldg., etc.) ; 
p.m. lot work [] ot work [J ' . 


21. I certify that | attended the deceased from__/\nv 7... 19, to___/t A 19:(2" that | last saw the deceased 


. 2 > 4 ~ 
olive on. 2M ae Fao, WX, and that death occurred at L0_ = £m, from the causes and on the date stated above, 
be ea ea = ADDRESS (Street, city or town, stote) DATE SIGNED 


ted. A</9- A 


MEDICAL CERTIFICATION 


the hospitol or ottending physicion. 
‘OR: After this certificote hos been signed by the ottending physicion and completely 


letoched far use as the burial-transit permit. 
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Lal 


the registror prior to burial, cremotian, or remaval, ond in any event within 72 hours after di 


3 SIGNATURI a Se A —. 
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nao a0 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 4 67 7 
4682 CERTIFICATE OF DEATH i 


Reg. Dist. No. 


et ee 

z : ™~ 1 eee 2 Mactan Mas aga 32 (Where deceased lived. If institution: Residence before admission) 

4 =: gz b. COUNTY 

33( Kent MARYLAND Maryland Kent 

i] b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

5 aN RURAL ond give neorest town} ae 

Ez s own 2 Days Rural Worto 
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Wa. USUAL OCCUPATION (Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
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Domestic Housework Maryland oh oe 25 
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the registrar priar ta buriol, crematian, or remaval, and in any, 
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poge 3 shaul 


may be retai: 
= TO FUNERAL bj 
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MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 Q 4 6 ” 8 
4683 — ceRTIFICATE OF DEATH A E> be 


1. PLACE OF DEATH 2. USUAL goyeelsd (Where deceosed lived. If institution: Residence before admission) 


o. COUNTY Q. STATI b. COUNTY 
_ Kent nae Maryland Ken 


b. CITY OR TOWN (If outside corporote fimits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If cuttide corporate limils, write RURAL and give nearest town) 
RURAL ond give nearest town) 


hestertown 2 days «3 Worton RURAL 


d. NAME OF HOSPITAL (If nat in hospital, give street address) , d. STREET ADDRESS. e. IS RESIDENCE 
R INSTITUTION: f ON A FARM? 


ent & Queen Anne abst incl) 


3. NAME OF First Middle lost 4. DATE Month 
DECEASED 


OF 
(Type or print) ALILLIAN MAGROGAN DEATH A l 4 68 
; ; ; ERI YE ; 
5. SEX 6 SSIE: RACE | 7. MARRIED [J] NEVER MARRIED [] | 8. DATE OF BIRTH 2. AGE (in yon IF UNDER Tes a Cias a Bo 
fake =| Suite omer moter (ne Po ea ne had 


10a, USUAL OCCUPATION ( kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking ven if retired) 
Housework ome Maryland A 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Embert Sadie Eaton 


1S. WAS DECEASEO EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT 
Yas, no, oF vaknown) 7 {Ht yen, give wor or dates of wrvice) 
No no Md 


18, CAUSE OF DEATH [Enter only ane cause per line for (0), (b}, ond (4-] UNTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY To +. ONSET AND DEATH 
IMMEDIATE CAUSE (0! n 


DUE TO 


Conditions, if any, which (b) 
gove rise ta immediate 

couse (a). stating the under. ( OVE TO 
lying couse last, t 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)}19. SEP OREGrLS 
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200. ACCIDENT WAS UNDERLYING []_ |20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 1B.) 
‘OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. farm, | 20F. (City or town) (County) (Stote) 
Hour 9. p. While. Not while factory, street, office bldg., etc.) ! 
p.m, 19 lat work [ot work ([] 1 


21. | certify that | attended the deceased from BL 2h, 3 1$8__, to....4,/26. : 19.5.8. thot | last saw the deceased 
alive Cen hyd: 12h Be and that death occurred ot. 93 ,OPM, from the causes and on the date stated above. 
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ACTUAL é/ B/S2 
actus sl YY He mo. ..._Chestertown,.-Md. 
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220. BURIAL, cigeainn ‘2b. OATE THEREOF 22d. LOCATION (City, town, of ere {State} 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
bg 4684 CERTIFICATE OF DEATH Kent 3 
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sz 
3 of ) - PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceated lived, If insitofion: Residence before odmision) 
¥ a. 4 
53 _ Kent MARYLAND STA ae b.COUNTY Fk ont 
3 a b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If avtside corporote limits, write RURAL ond give nearest town) 
33 Cs RURAL ond give nearest town) : 
sx Chestertown life KX Chestertown 
~~ d, NAME OF HOSPITAL (If no! in hospital, give street address) , d. STREET ADDRESS e. IS RESIDENCE 
OR INSUTUTION ie a > ON_A FARM? 
Aent & Queen Anne Co. Hosp. RFD ves BJ] no 


3. Ree es First Middie Lost 4, paTe Manth Day Yeor 
(Type or print) Brenda Meekins cam Apr. 9, 19538 19 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED fq | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS, 
Es i ‘ tast birthday) i] Oa: Min, 
female |WHIGBe |woowor  ovoreo [fay 28, 1957 me (| 20™| pe | Fer 
10a. USUAL OCCUPATION (Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) none US pi TIGA 
Kent Co. Md. USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Arthur W. Meekins Irene Layfield 


rs WAS paceestaad pate vu. & — hess 16. SOCIAL SECURITY NO. | 17. INFORMANT Address lo the r 
fet. NO. Or unknown) ive wor or dates of service) r. B a tn i 
meno no irs. Irene Meekins Chestertown, Wd. 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c}.] 
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IMMEDIATE CAUSE (o} 
wae 


ue é DUE TO 


INTERVAL BETWEEN 
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- fy f ADDRESS 24a. REC'D BY REGISTRAR 124b. we ES moyatins 
{ i 5 
Ye alsa \t Chestertown, (Gs,8PR 11°58 (| cre A 
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ae re AA o Cardrh's i 
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gees & Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
ROS - ri 
ages 5 Aries WS Bf NOO] 
Paes = | 200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
Siz: |e | pone ore 
ee u i} 
fee? 
ates & |20c. TIME OF INJURY Month, Ooy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (State) 
3285 s ier ca he While Not while foctary, street, office bldg, etc.) | 
£56 z p.m. 9 fat work [J ot work 1] ! 
3s ; 

3 ee 21. I certify that | attended the deceased from_4f /._/ _____. - WSK, to AL .. 19.6 S that | last saw the deceased 
223 cs j 
ea 3 5 alive on_____ Ff. -----, 122.9___, and that death occurred at_8.. 2M, from the causes and on the date stated above. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4680 
MPOIGAL EXAMINER'S CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before ‘odmission} 


o. COUNTY 
MARYLAND ©. STATE Mhet b. COUNTY 
b. CITY OR TOWN {it outide corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give neorest town) 


give onorest te) di CFR Del - WUD 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hespitol. give street address) / STREET ADDRESS *. 18 RESIDENCE 


(Butlertown Section) ves C)_ NOMA 
3. NAME OF First Middle test 4. DATE x Month Oey 
DECEASED OF 
(ype or print) EDWA Ab RILE y DEATH Sw 
5. SEX 6. COLOR OR RACE 17. MARRIED (] NEVER MARRIEO (|B. DATE OF BIRTH 9. Se oe i IE UNDER 1YEAR|_ 
1 birthday) 
Colors, |wivoweot] oworceog | 7 7% ISP9 eet "Oors ae 
100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign Lee 12, CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) sana 4 
; A WSa 
13, FATHER'S NAME 14. MOTHER'S MAIDEN MAME 
se ‘ 
W le tev, 
15. WAS DECEASED EVER IN U. S. ARMEO FORCES? B SOCIAP SECURITY NO. (2 INFORMANT wa 


(ie, no, oF watnown) AU yes. give wor or date at service) on't Know Val eon (5 We on Ler fs 


18. CAUSE OF DEATH [Enter only one cause per line far (0). (b), ond (c).] INTERVAL BETWEEN 


PART OAT AS A Oey LAr hind (2 efals Ris Oeeed He, oa Bu Oh 


is at 
Bi OUETO 


Canditions. if ony, which (by 
gave rise to immediote couse 
ing the underlying 


r 
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jor. 
fyour files. 


necessary, pleose 


oth 


If any deloy is 


2, ond 3 ta the Funerol 


th form PM3. Poge $ may be retoined! 


TO FUNERAL DIRECTOR: Poge 3 shautd be used as o buriol-tronsit permit. File pages 1 ond 2 with the Stole Boord of Heolth, 


wi 
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DUE TO 


ine’ 


(ep ——_— 
PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae be AuTORsY 
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(MED? 
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200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 18.) 
PRIMARY () or CONTRIBUTING 1) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, Ca {ree (City or town) (County) ~ (Store) 
Hour 9, m, While Not while factory, street, office bldg., e! 
Pim. 19 ot work [[} of work [7] 


21. U certify thot I took charge of the remoins described obove, held on Autopsy [_], Inspection fj, Inquiry (J, and in my 
opinion deoth resulted from: Naturol causes BA Accident [}, Suicide (0, Homicide 0. Undetermined manner we 
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ACTUAL Le ¥ wW Lee DATE SIGNED 
SIGNATURE fer A ca MO. (CHIEF MEDICAL EXAMINER o 


ASSISTANT MEDICAL EXAMINER [7] o/fy] Se 
aver, Robert W. Farr DEPUTY MEDICAL EXAMINER EA, 
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100. USUAL OCCUPATION {Gi C ive a of rec done} 10b. KIND OF BUSINESS OR INDUSTRY | 13. BIRTHPLACE (Stole ar foreign country) 
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me b. Fe ir TOWN iit euancore ie TURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) vf 
5 Bs Fag Ut hdc, "YLIM LK é amen 
4 dad. YT OF HOSPITAI R INSTITUTION (If not in hospitot. give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
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LTE Ie Pec ke LEWA WILLIS 
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L EXAMINER: This certificate shauld be executed within 24 haurs after death. 
MEDICAL CERTIFICATION 
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Bene CAUSE 
z 5 rs oe Re 
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£ a ay Hi ; {writ Reyes ° a ‘strat, office ele. 
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o ao 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEPIGAL EXAMINER'S CERTIFICATE OF DEATH 04682 


eg. Dist, Ne 
PLACE OF DEATH 2. USUAL RESIDENCE (Where = lived. re institution: Residence before. oye 


LOUNTY 


b. CITY OR TOWN Ui ovtnide corporate timits, ws URAL ¢. LENGTH OF STAY IN Ib c. CITY OR Jpwn Zo. outside orp rate limits, = aaa dg give neorest town) . 
‘ond give neoeest town] ary 
4 eatak CRN ip 2] & ay 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give hreet oddress} d. STREET Kealo. e. 1S RESIOCNCE 
o 7 be fe ON A FARM? 
218 Lynehburg _ = IB : a ft 5 |e NOR 
3, NAME OF 4 Middle a —— ———=f — — ans 
Beceast First i TE rif ‘eor 


(Type or print) SR Simon mk A Beatu 19 WS 
5. a 6. COLOR OR RACE |?- MARRIED SQ]. NEVER MARI NEVER MARRIED ee 8. E OF aR 9. 2 re; eore ve DER a AF F UNDER 24 HRS. 
at bl ane A 
- Cabo wiooweD 1] vivorceo [J - "18970 “he las ie || 
: ALN = 


Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDU: 1 BIRTHPLACE {Stote or foreign Lee ee ie OF ‘WHAT COUNTRY? 


during most of working life, even if retired) sey 
irs. Laborer| “Various Vlarz 
14, MOTHER'S MAIDEN: NAME 


13. FATHER’ 8 Cha. 


‘ 
aos : OV Sotlig fr 1-2 a +3 
15. WAS DECEASED EVER . ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
Tea. no, of unknown) Madi haa Ch iM rmscat Ce Ta 


Li 
TJ CAUSE OF aN Mae only one couse.per line for (0), (b). and (c}.] 


PART 1. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE ‘all Aiya tf @ 
{fe Als 
4 2H, / DUE TO 
Conditions, if ony, which rn 
Gove rite to immediote coure 


DUE TO Ua d } te _ 
(0), sloting the underlying 
ain, ee meovetkh- feel 


@ teiddaul, el 7G 


FA PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19, Was aa AUTOPSY 
2 = oe MED? 
3 vest] Noy 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! | or Part Il af item 18.) 

& | PRIMARY C) or CONTRIBUTING C) 

& [CAUSE OF DEATH. 

ch = -= 

O | 20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY {Home, em 1 20F. {City or town) (County) (Stote) 
ie Hour 9. m. While No! white factory, street, office bldg., etc 

4 p.m. 19 ot work ["] of work ‘ 


21. I certify that ! took charge of the remains described above, held an Autopsy ([], Inspection Py Inquiry [[]. and in my 
opinion death resulted fram: Natural couses PR, Accident O. Suicide fal Homicide Oo. Undetermined manner O 


SWaATURE Let Vaan mp, CHIEF MEDICAL EXAMINER (7) DATE SIGNED 


; ASSISTANT MEDICAL EXAMINER [-} & 
pies (Coe Re WFC ceromuencuenme f/> ay) ssy 


To. REPLAY CREMATION, Tb. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 32d. LOCATION (City, town, or county) (Stote) 
ify 
BURT” (4/26/58 Janes Cemetery near - Chestertown, Nd. 


Ve Uh chestertewn, Ma. 


ao. REC'D BY REGISTRAR i 4b. ce gs 5 SIGRATURE = 


[oarflPR 28 ‘88 4 WU eden 


23. FUNERAL DIRECTO! 
eae 
e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 68 % 
4691 CERTIFICATE OF DEATH 


J 
oa 


_ tte Reg. Dist. No. 
3 1 1. brett acaaltl 2. aprpege (Where deceased lived. II institution: Residence belore odmissian) 
aay ___ Kent marnano |} °°" Maryland SICOURTY’ «Kent 
° - b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 
pA RURAL and give neores! oo) 
22 Rock Hall Rock Hall 
2 d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
y oR INSTITUTION 4 ON A FARM? 
@ Piney Neck Piney Neck ves Not] 
2 
3° 3. NAME OF First Middle lost 4. DATE Month Day Year 
~ DECEASED 2 OF 
= (Type or print) Lola H. Wilson DEATH hor. 17 19 58 
Eg S. SEX 6. COLOR OR RACE |7. MARRIED P} NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR| IF UNDER 24 HRS. 
= . 5 #t birthday) Doys | Hours | Min, 
female white  |wioweo Oo Divorced [} Aug bk 7 1903 L, yt. eee (ie, 
/ 10a. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign country} 12, CITIZEN OF WHAT COUNTRY? 
during mast of working jife, even if retired) * 7 x 
I Rousewite farming Brooklyn.N.Y. UvSeihe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Frances Hollock AnnA Caroline Steel 


ie WAS. Pe aa hee U.S. ayinabeale en 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Papas Sou eS. ; 
no is Se none Charles A. Wilson, Rock Hall, Md. 


18. CAUSE OF DEATH [Enter anty ane cause per line lor {0}, (b}, and (o)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o! Co Ro oa 


LAG DUE To 
Canditians, it any, which fe 
gove rise to immediate a 
cause (0), stating the under- { CUETO 
lying cause fost. {c) 


Then pleose remove carbon popers. 


transit permit. 


the registrar prior to buriol, cremation, or remavol, and in any event within 72 hours ofter death. 


‘OR: After this certificote has been signed by the attending physicion and completely filled in 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours cfter death: Poge 4 


€ 

5 

A FS Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vay} 19. agi Grae 

a 9 oS 

£33 Ss ves] nopy 

202 = | 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Part lar Part of ilem 18.) p 

BOS ag & | OR CONTRIBUTING L] CAUSE OF DEATH 

eed & |(F EITHER, NOTIFY MEDICAL EXAMINER) 

oss & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) {Stote) 

328g ray Hour on. ; While. Not while factory, street, office bidg., etc.) ! 

arene, = p.m. 19 fot wark [J ot work [] ' 

= So 

Hi Ss 21. I certify that | attended the deceased from...___.__-_--__.-._, 19_____, to__-w----- ee. Slide that 1 last saw the deceased! 
4 a 

z 3 olive on... an , and that death occurred at.__._.____.M, from the causes and on the date stated above. 

= z we) x Va ADDRESS (Sireet, city or town, state) DATE SIGNED 

actuAL | ~~ Z Fees ee TN ad : ¥ 

7 | [see a ee ep UO nn ACTING DEPUTY MED Exar Men 

£o2 rf 

2438 PHYSICIAN'S = d . ok F 

232 NAME (Type] : . eee A z amg pe eee, 

geo ‘Ze. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar count . 
° oe, . iA 7) (Slate) 

se 2 Bursdee” | Apr.ZJ /58) St. Paul Cemetery near rairlee kent Co. Md. 
a 

¢ 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ysasae ; Marvin V. Williams Chestertown, Md. a aw, 


‘ Te RATE 


